Evaluation of a minimal-contact smoking cessation program in a health care setting by Strecher, Victor J. et al.
Patient Education and Counseling, 7 (1985) 395-407 
Elsevier Scientific Publishers Ireland Ltd. 
EVALUATION OF A MINIMAL-CONTACT SMOKING CESSATION 
PROGRAM IN A HEALTH CARE SETTING 
VICTOR J. STRECHER”*, MARSHALL H. BECKERb, JOHN P. KIRSCHTb, STEPHEN 
A. ERAKERC and ROBIN P. GRAHAM-TOMASId 
‘Department of Health Education, University of North Carolina, Chapel Hill, NC, bDepart- 
ment of Health Behavior and Health Education, University of Michigan, Ann Arbor, MI 
‘Department of Medicine, Vetemns Administration Medical Center, Salt Lake City, UT 
and ‘Division of Disease Prevention and Control, Minnesota Department of Health, 
Minneapolis, MN (U.S.A.) 
(Received April 19th, 1985) 
(Accepted June 26th, 1985) 
ABSTRACT 
A controlled evaluation of a minimal-contact smoking cessation interven- 
tion was conducted with 213 inpatients and outpatients at a Veterans 
Administration Medical Center (VAMC). The intervention had three compo- 
nents: Brief consultation from a health practitioner; administration of a self- 
help smoking cessation manual; and provision of an incentive to adhere to 
recommendations in the manual. Enrollment procedures differed from those 
of many other smoking-intervention trials in that, instead of enrolling only 
smokers who were motivated to quit, all patients who smoked and who would 
normally be considered eligible for a smoking-cessation intervention were 
included. The evaluation examined acceptability of the program to patients 
who smoked, overall effectiveness of the intervention, and efficacy of the 
intervention for specific patient demographic, social status, and health status 
groups. 
The program had a high degree of acceptance by patients who smoked, 
with over 60% agreeing to participate and take home the self-help smoking- 
cessation manual. The program was effective in getting patients to reduce 
their daily smoking, and marginally effective in influencing smoking cessation, 
with some patient groups exhibiting higher cessation rates than others. 
Special problems to be considered when attempting to influence groups of 
smokers at high levels of psychological stress and with low levels of education 
and income -. factors normally associated with high rates of smoking and 
failure in traditional smoking-cessation programs - are discussed in light of 
the results obtained. 
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INTRODUCTION 
Health care settings, such as hospitals and medical centers, have frequently 
,been the loci of smoking-cessation programs for patients and for the general 
public. Many hospitals conduct their own smoking cessation clinics; others 
offer programs to which health care providers may refer their patients who 
smoke. Most programs are designed to serve smokers already motivated to 
quit; responding to a newspaper/flyer/poster advertising of a smoking- 
cessation program, these smokers choose to invest what is often a substantial 
amount of time and money in order to participate. Such a procedure for 
quitting is not appropriate for the large majority of smokers. Surveys assess- 
ing the willingness of smokers to try various cessation strategies have found 
relatively-intensive methods (e.g. counseling, group discussion, and clinic 
approaches) to be the least-acceptable modes of quitting [l-3]. Of those 
reportedly willing to enter such programs, few actually go beyond behavioral 
intention [4]. Clearly, if smoking-cessation programs are to have an impact 
on the health of the public, efforts must be directed at reaching greater 
numbers of smokers with more acceptable programs. 
Hospital-based smoking cessation programs for patients who smoke might 
gain wider acceptance if health care providers initiated the anti-smoking 
effort on a one-to-one basis. The potential strength of these practitioners’ 
interventions lies both in the large number of smokers they see and in their 
credibility as a source of health information. [5-71. The effectiveness of 
practitioners’ efforts may be enhanced if accompanied by cognitive and 
behavioral techniques [8], which are most acceptable when presented in a 
self-help mode. True self-help programs do not involve contact with a thera- 
pist or practitioner; the participant relies exclusively on written or taped 
materials. ‘Minimal-contact’ programs require some professional contact, but 
primary reliance is still placed upon self-help materials [8] ; these interven- 
tions may utilize a combination of brief practitioner consultation with com- 
prehensive self-help booklets or manuals, or with less comprehensive written 
information such as pamphlets or brochures. When conducted in health care 
settings, minimal-contact programs have the potential to reach large numbers 
of smokers at relatively low cost; in contrast to high-contact interventions, 
they require less time and expense from the smoker, can be used beyond the 
clinical setting, and can be initiated with every patient who smokes cigarettes -. 
not just those who are motivated to quit. 
This paper presents findings from an evaluation of a minimal-contact 
smoking-cessation intervention administered to patients at a Veterans 
Administration Hospital. Issues addressed in the paper include: (1) Degree of 
program acceptance; (2) rates of smoking reduction and cessation as a result 
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of the program; (3) influences of patients’ demographic characteristics, social 
status, and health status on rates of smoking reduction or cessation. 
METHODS 
Sample and design 
Subjects were male inpatients (n = 125) and outpatients (n = 88) at a 
VAMC. Enrollment procedures differed from those of many other smoking- 
intervention trials in that, rather than recruiting only those who were moti- 
vated to respond to an announcement of program availability, all patients 
who smoked and who would normally be considered eligible for a smoking- 
cessation project were actively sought. Excluded were patients who were: 
Terminally ill; unable to read or to understand educational materials; in the 
psychiatric ward or clinic; undergoing treatment for alcohol or drug addiction. 
Since follow-up interviews were to be conducted by telephone, patients not 
possessing telephones were also excluded. Based on the number of patients 
initially approached and on admission records, those ultimately included 
represented about 8045% of all potential subjects. It was impossible to 
determine the exact number of potential subjects, -since no acceptable 
mechanism existed for identifying all incoming patients who smoked. 
Patients were assigned (by 3-month time-intervals) to either an intervention 
group (n = 119) or a ‘usual care’ control group (n = 94). Purely random 
allocation to intervention or control group would have created a high likeli- 
hood of between-group contamination, since most patients were readily able 
to talk with one another about their various treatments. All groups were 
initially administered a questionnaire (by an interviewer) which assessed 
number of cigarettes smoked daily as well as characteristics thought to be 
associated with smoking and with smoking-cessation behavior. Patients were 
also asked whether they wished to quit smoking within the calendar year. 
Those in the intervention group who answered ‘yes’ or ‘don’t know’ were 
administered the smoking intervention. Patients assigned to the control group 
who also responded ‘yes’ or ‘don’t know’ were used as a comparison to the 
intervention group; these patients received the care usually given to smokers 
at the VAMC. Usual care, while not explicitly examined, appeared to vary 
greatly by the health practitioners seen and the health status of the patient. 
At the time of the initial interview, subjects were not aware of the interven- 
tion or of whether they were in an intervention or control group. The number 
of cigarettes smoked daily was assessed again for both experimental and con- 
trol groups approximately 3 months following discharge from the VAMC. 
The study intervention 
The intervention consisted of a minimal-contact smoking-cessation program 
designed for use in a health care setting. The program’s three basic compo- 
nents involved provision of: Consultation from a health-care practitioner 
(regular or student); a self-help smoking-cessation manual; and an incentive 
to comply with the manual. 
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Practitioner consultation. A consultation procedure was developed specif- 
ically for this smoking-cessation program and used to i&till commitment to 
quit smoking. The consultation was scheduled as close as possible to the 
patient’s discharge from the VAMC because of the emphasis that the self- 
help kit places on awareness of environmental cues which trigger the smoking 
habit (cues in the hospital are often not the same as those which present 
themselves in the environment of the subject’s home). In most cases, only 
the first day or two of the self-help diary were completed by the patient 
while in the hospital. 
Five women served as counselors: A full-time nurse at the VAMC; a full- 
time health educator with an M.P.H. degree; two M.P.H. students majoring 
in health education; and a senior premedical student. No significant differ- 
ences in smoking cessation rates were found among patients seen by the 
different counselors. Consultation procedures and skills were taught to these 
women via a training manual and tutorial. The scheme developed for this 
program reflects a synthesis of theoretical models of decision-making [12,13] 
as well as practical consultation techniques and strategies from the behavioral 
counseling literature [14] ; it was designed to facilitate patient decision- 
making, selectively reinforced for self-arrived-at decisions. The counselor also 
served to clarify the complex network of opposing forces governing the 
smoking decision. 
The consultation process employed four basic steps to motivate the patient. 
The first step examined the patient’s rationales for his smoking behavior 
(i.e. reasons for his decision to take up smoking and reasons governing his 
present smoking). The purpose of this exercise was to make the patient sensi- 
tive to the decision-making process, as well as to begin developing a greater 
awareness of the smoking habit. The second step explored, from’thepatient’s 
perspective, consequences of various smoking decisions. What events might 
occur if the patient chose a particular alternative? If the event occurred, how 
would it affect the patient’s lifestyle? In most cases, the counselor emphasized 
functional rather than disease consequences of smoking; faulty or unrealistic 
.outcome expectations were managed correctively. The third step introduced 
the self-help smoking-cessation kit. The initial series of activities described in 
the self-help kit (a relaxation exercise, a stop-smoking contract, and the first 
day of a 3-week diary) was completed with the patient. The final step 
reviewed the consultation process: the alternative decisions discussed; the 
advantages and disadvantages of those alternatives; the new decision made; 
and the probable immediate and long-term consequences of that decision. 
The patient was then assured by the counselor of future support through 
weekly phone calls to the patient’s home. 
Diary self-help hit, The self-help kit developed for this population presented 
simple daily activities aimed at quitting smoking, contained words most 
veterans could understand, and was printed in type sufficiently large to enable 
the patients with eyesight problems to read the manual. The kit employed 
a consistent format for each day of the diary in the expectation that such 
repetition would be more readily accepted into the normal routine of the 
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patient. Reading level was set at roughly fourth-to-sixth grade, depending on 
the readability test used [15]. Also, pictures used in the self-help kit depicted 
people with whom veterans would be likely to identify. 
The kit contained four parts, to be completed during the consultation. 
The first exercise was a smoking-awareness test [16] which measured the 
level of cigarette craving a smoker experienced during specific environmental 
or psychological states; its purpose was to give the smoker greater awareness 
of his habit. Next, the first day of the diary portion was filled out. Each day 
of the diary contained both a section in which to monitor daily cigarette 
smoking and a set of sample instructions for the day. Once the first day’s 
entries were made and the remaining pages presented and described, the 
counselor had the patient complete a simple contract to quit smoking (co- 
signed by the counselor). Finally, a deep-breathing exercise was explained 
and performed. This exercise was to be done every morning during the inter- 
vention period, and was also to be used as a substitute for smoking anytime 
the patient felt tense or anxious; it was practiced with the patient as a closing 
to the consultation. 
The self-help kit employed a hierarchy of skills development over the 3- 
week period of the diary. Skills related to quitting smoking were presented 
in a stepwise format, with each new task progressively more difficult than 
the previous one. Initial confidence was gained through completion of rela- 
tively simple activities; thus, the first task involved the development of 
greater awareness of the smoking habit, allowing smokers to become more 
conscious of environmental cues influencing the pattern of their smoking 
habit. The second major task was developing alternative activities for coping 
with specific environmental cues, while the third task involved applying 
these skills to cease smoking completely (timed to occur between days 8 and 
10 of the 3-week diary kit). The final task required the subject to reorganize 
his responses to cues which influenced cravings to smoke. Following com- 
pletion of each major performance task, self-rewards were promoted within 
the diary kit. 
Diary compliance. Adherence to the self-help kit’s daily instructions was 
crucial for long-term program success; so, in order to improve upon tradi- 
tionally low self-help participation rates, a reward system was built into the 
program. At the end of each week of the 3-week diary, a page was included 
instructing the participant to tear out the preceding completed page-days 
and mail them in stamped, VAMC-addressed envelope stapled to the back 
of the kit. In exchange for returning each week of diary pages, the partici- 
pant received a free State lottery ticket worth $1. Lottery tickets had con- 
siderable appeal to this group of patients, apparently because they were free 
and created the possibility of high reward. 
In addition to offering lottery tickets, the counselor telephoned each 
subject at the end of each week of the self-help kit diary. Participants were 
asked about their progress in the program (and were given encouragement), 
and about whether the previous week’s diary pages had been sent back to the 
hospital. If the patient had not returned the appropriate diary pages, reasons 
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for not doing so were elicited, and encouragement to continue with the pro- 
gram was provided. Finally, a phone call was made at the end of the inter- 
vention phase to assure patients of continued support. 
Measures 
Smoking status. Number of cigarettes smoked per day was initially ob- 
tained by questionnaire response (on average, subjects reported smoking 24 
cigarettes per day and had been smoking for 34 years). Smoking status after 
3 months was assessed using a variation of the ‘Bogus Pipeline’ method [ 171. 
Subjects were first asked when their next VAMC appointment was scheduled. 
The interviewer then stated that a simple chemical test might be administered 
during the subject’s next visit (future follow-ups using chemical assessment 
of smoking status are planned for this group of patients). Following this 
statement, subjects were asked how many cigarettes, on average, they smoked 
per day (interviewers were not told whether the subject was in the interven- 
tion or control group). The 3-month follow-up smoking measure was then 
divided by the initial questionnaire smoking measure to determine percent 
change in number of cigarettes smoked. Throughout these assessments, all 
interviewers had the strong impression that the subjects were nearly always 
being honest about their cigarette consumption. Special effort was made to 
avoid projecting preferences for any particular answer; e.g. subjects were not 
asked whether they had cut back or quit smoking - only for the number of 
cigarettes per day that they smoked. It was also felt that: (1) The validity 
of self-reported smoking behavior would be greater if the subject was asked 
only about present behavior as opposed to a change in behavior over time; 
and (2) since patients had received only a minimal-contact intervention by a 
health care practitioner, they would feel little pressure to misrepresent their 
smoking status. 
Health status and demographic characteristics. Information on these vari- 
ables was acquired by the questionnaire administered prior to the intervention. 
A measure of functional impairment was constructed based on reports of 
existence and duration of impairment of normal physical activities. Four 
activities were reviewed: traveling around the community; engaging in vigorous 
activities (e.g. lifting heavy objects); walking around the block; and working 
around the house. Duration of impairment was assessed as: less than 1 month; 
l-3 months; and greater than 3 months (the questions were derived 
from measures employed in the Rand Health Insurance Study [18]). These 
items were combined to form an overall index of functional impairment 
status by multiplying individual activity scores by duration scores and then 
dichotomizing the measure to form a low-high contrast. Sixty-six percent of 
subjects were characterized as having low functional impairment while 34% 
had high functional impairment. Demographic characteristics assessed 
included age (23% were less than 39 years old, 49% were between 40 and 59 
years old, and 28% were at least 60 years old); education (37% had less than 
a high school education, 31% had a high school education, and 32% had 
greater than a high school education); income (42% earned less than $6,000 
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per year, 33% earned between $6,000 and $12,000 per year, and 25% earned 
more than $12,000 per year); and race (88% were white, 11% were black, and 
1% were other races). 
RESULTS 
Study findings are presented in the following order: acceptability of the 
intervention, overall effects of the intervention, and effects of the interven- 
tion for specific health status and demographic subgroups. 
Program accep tibility 
The program was evaluated for acceptability by determining the number 
of patients expressing a desire to quit, and, of those patients, the number 
accepting the intervention when offered. Results are diagrammed in Fig. 1. 
Of the 119 patients in the intervention group, 24 (20%) indicated that they 
did not wish to quit smoking within the calendar year (these patients were 
not offered the intervention). Of the 95 patients remaining, 23 patients (19% 
of the total) refused the intervention, leaving 72 patients who accepted the 
proffered smoking-cessation intervention. Thus, in terms of the procedures 
for initiating the program described earlier, 61% of patients who smoked and 
would normally be considered for smoking-cessation programs accepted this 
particular program. 
119 patients eligible 
for the intervention 
1 
95 patients (80%) offered 
the intervention 
23 patients (19%) 
refusing the inter- 
vention 
72 patients (61%) accepting 
the intervention 


































































































































































































































































































































































































































































































































Overall intervention effects 
To examine the effects of the intervention, subjects who were offered and 
accepted the intervention were compared with control-group subjects who 
responded ‘yes’ or ‘don’t know’ to the question of whether they wished to 
quit smoking within the calendar year (i.e. those subjects within the control 
group who, had they been in the intervention group, would have been offered 
the intervention). We do not know (and thus, cannot exclude) those control 
subjects who would have refused the offered intervention; this contrast is, 
therefore, a liberal evaluation of the smoking-cessation program, since the 
control group includes those who might have refused the intervention. Since 
the number of patients in the intervention group who refused the intervention 
after responding ‘yes’ or ‘don’t know’ to whether they wished to quit smok- 
ing was relatively small (24%), this bias is not likely to be a large one. 
Of the 72 subjects who received the intervention, 63 (88%) were re- 
contacted 3 months later to determine follow-up smoking status. Of the 73 
subjects in the control group, 56 (77%) were recontacted 3 months later. 
Table I presents rates of smoking reduction and cessation for inpatients, 
outpatients and all patients combined. 
Reported daily cigarette smoking was significantly reduced for inpatients 
(F = 8.89; P < 0.01) and for outpatients (F = 5.52; P < 0.05), as well as for 
both groups combined (F = 12.32; P < 0.001). Smoking-cessation rates, 
however, were not significantly higher for the intervention group than for 
the control group in any of the patient groupings examined. Inpatients had 
TABLE II 
RATES OF SMOKING CESSATION AND REDUCTION BY LEVEL OF FUNCTIONAL 
IMPAIRMENT, STRATIFIED BY EXPERIMENTAL GROUP 
The chi-square tests of the intervention for patients reporting low functional impairment 
were not significant for smoking cessation (x2 = 0.12) or reduction (x2 = 0.02). The chi- 
square tests of the intervention for patients reporting high functional impairment were 













(n = 44) (n = 44) 
52.6% 31.6% 
(n = 19) (n = 19) 
25.7% 11.4% 
(n = 35) (n = 35) 
5.0% 4.8% 
(n = 20) (n= 21) 
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markedly higher overall rates of smoking cessation and reduction than did 
outpatients. This result was obtained regardless of whether or not the patient 
had received the intervention. 
Differences between questionnaire measures 
Relationships of the study’s psychosocial measures to changes in number 
of cigarettes smoked are presented elsewhere [ 191. It was noted earlier 
that the study questionnaire also assessed functional health status, perceived 
health status and demographic characteristics (age, education, income and 
race). Only functional status was found to be associated with success of the 
intervention. Table II presents rates of smoking cessation and reduction for 
high and low levels of functional impairment, stratified by experimental 
groups. 
Subjects reporting a relatively low level of functional impairment had very 
similar rates of smoking reduction and cessation, However, among those with 
higher levels of functional impairment, participants who received the inter- 
vention reported far higher rates of smoking reduction and cessation than 
did those in the control group. (While a measure of perceived overall health 
status was found to be significantly associated with functional impairment, 
the former measure was not related to smoking outcomes.) 
DISCUSSION 
This paper presents results from a controlled trial of a smoking-cessation 
intervention administered to inpatients and outpatients using a VAMC. We 
were interested not only in whether the program was effective, but also in 
whether patients would accept it - the crucial first step in any public health 
education intervention. In this regard, we found most patients not only indi- 
cating a willingness to quit but also agreeing to participate in the program 
and to take home the self-help smoking-cessation materials. 
Only 20% of all patients eligible for the intervention group reported not 
wishing to quit smoking within the calendar year. The minimal-contact aspect 
of the intervention seems to have kept most subjects in the program. Consul- 
tations were relatively brief and did not interfere with the normal activities 
of the patients or of the hospital employees. The self-help kit was also found 
to be a generally acceptable component of the program. Only 24% of subjects 
receiving the consultation subsequently refused the kit; and, of those who 
agreed to take the kit home, 46% of the inpatients and 54% of the outpatients 
completed and returned pages of the kit’s diary to the hospital as instructed. 
Those sending back the pages, however, were not the only subjects who used 
the book to quit or to cut back on their smoking. 
While the cessation rates obtained were, in many cases, similar to those 
found in other evaluations (evaluation of American Lung Association cessa- 
tion and maintenance manuals [ 201 on a self-selected group of predominantly 
middle class subjects found a 12% self-reported cessation rate after 3 months), 
high rates of cessation among the usual care inpatients tended to wash out 
404 
the effects of the intervention. Perhaps usual care inpatients received smoking 
cessation efforts from health providers extrinsic to the study. Also, a larger 
sample size (particularly among outpatients) would have improved the power 
of the statistical tests employed, which, in turn, might have resulted in more 
significant cessation effects. Given the final sample size of those followed-up, 
the statistical power of detecting a difference in smoking cessation rates at a 
alpha level of 0.05 if a 10% difference actually existed due to the program 
was less than 50%. 
Significant reductions in cigarette smoking were observed in both the in- 
patient and outpatient groups. Reduction in smoking can have a meaningful 
influence on the smoker’s health as well as on his future ability to quit 
smoking altogether. Epidemiologic research [21,22] suggests that a dose- 
response relationship exists between smoking and health effects. Hughson 
and colleagues [23] found increased survival rates among patients who had 
quit or reduced their smoking. Clearly, while quit rates are highly desired 
outcomes in most smoking-intervention research, smoking reduction is also 
important, particularly for those subjects who have been heavy smokers for 
a long period of time. Research by Glasgow and colleagues [24] suggests 
that heavy smokers can, in fact, significantly cut back on their smoking for 
at least 6 months. Long-term reduction may allow the smoker to gradually 
reduce the need to maintain a high concentration of nicotine in the blood - 
and, at the same time, to slowly acquire feelings of control and confidence 
relative to coping with situations which stimulate the urge to smoke. 
The intervention was found to be effective among those reporting high 
levels of functional impairment. For these subjects (roughly 30% of the 
intervention group), both cessation and reduction rates were significantly 
higher than those found for their respective control groups. These findings, 
combined with the higher cessation rate among inpatients than outpatients, 
tend to support the conclusion (drawn from Pederson’s review [6] of physi- 
cian efforts to get patients to quit smoking) that success rates improve with 
increasing severity of patients’ illnesses. However, this conclusion is not com- 
pletely substantiated by this study for two reasons: (1) Those reporting high 
functional impairment who did not receive the intervention had the lowest 
cessation and reduction rates; and (2) while functional impairment was an 
important factor related to the effectiveness of the intervention, perceived 
health status was not (the two variables were associated with one another, 
but acted differently with respect to their influence on smoking cessation). 
It seems that the manifestation of poor health status presents more power- 
ful motivation to change smoking behavior than does health status itself. As 
Dubos [ 25 ] states: 
. . . the words health and disease are meaningful only when defined in terms of a given 
person functioning in a given physical and social environment. The nearest approach 
to health is a physical and mental state fairly free of discomfort and pain, which permits 
the person concerned to function as effectively and as long as possible in the environ- 
ment where chance or choice has placed him. (P.351) 
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In summary, a minimal-contact smoking-cessation program developed for 
use in a health-care setting was evaluated and found to have a high degree of 
acceptance by patients who smoke. The program appears to be effective in 
getting patients to reduce their daily smoking, and is also marginally effective 
in influencing smoking cessation, with some patient groups achieving relatively 
high rates of smoking cessation and others not. Success with this particular 
group of smokers is especially noteworthy, since they are typified as having 
low levels of education and income, and as having high levels of psychosocial 
stress - all factors usually associated both with high rates of smoking and 
with high likelihood of failure in traditional smoking-cessation programs. 
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